clarify the effects of PN on the progression of HT, and investigate its risk factors in a larger cohort of patients with renal tumors. METHODS: Two hundred and ninety-five patients with renal tumors who underwent PN (N ¼ 188) or radical nephrectomy (RN) (N ¼ 107) between January 2012 and March 2016, and agreed to participate in this study, were enrolled. PN was carried out without vascular clamping in all but five patients (3%). We asked the participants to measure their home blood pressure (BP) in the morning and at bedtime for seven days, and to report these measurements and any use of antihypertensive medications at the time of the follow-up survey. Preand postoperative BP was calculated as the mean of the morning and bedtime BP measured on the day before the surgery, and the mean of all home BP measurements taken for postoperative seven days, respectively. The endpoint of this study was nephrectomy-related HT (NR-HT), defined as postoperative BP 140/90 mmHg with an increase of 20 mmHg from preoperative BP.
INTRODUCTION AND OBJECTIVES: The elective indication for off-clamp (Off-C) partial nephrectomy (PN) in patients with good baseline renal function remains controversial. The aim of this study is to compare the risks of developing a severe (stage 3b) chronic kidney disease (CKD) in patients with cT1-2/N0/M0 renal tumors and baseline estimated glomerular filtration rate (eGFR) >60 ml/min after either Off-C or on-clamp (On-C) PN.
METHODS: A prospective 00 renal cancer 00 database of two high volume centers was queried for 00 cT1-2/N0/M0 00 tumors, 00 PN 00 and 00 baseline eGFR>60 mL/min 00 . Overall 1073 patients met the inclusion criteria (483 Off-C and 588 On-C). A 1:2 propensity score-matched (PSM) analysis was employed to minimize the selection bias of nonrandom treatment assignment of patients. Kaplan-Meier method was used to compare the PSM cohorts specific risks of developing a CKD stage 3b during follow-up in the PSM cohorts, and the log-rank test was applied to assess statistical significance between groups. Univariable and multivariable Cox regression analyses were performed to identify independent predictors of developing a CKD stage 3b.
RESULTS
: On-C patients were significantly younger (p¼.001), less frequently smokers (.01), with a lower incidence of diabetes (.001) and hypertension (.001), lower ASA scores (<.001), higher baseline eGFR values (.003), smaller tumor sizes (<.001), and higher incidence of positive surgical margins (.021). After applying the PSM analysis, the two cohorts of 221 On-C and 485 Off-C PN cases did not differ for all clinical and pathologic covariates (Table 1; all p .06). The probability of developing a CKD stage 3b was significantly higher (log rank p¼.006, Figure 1 ) in the On-C cohort (2, 5 and 8yr risk 0.9, 5.1 and 12.8% vs 0.6, 1.2 and 1.2% in the Off-C cohort, respectively). On-C technique was associated with a 5.2 fold increased risk of developing CKD stages 3b compared with the Off-C approach (HR 5.2 [95% CIs 1.4-18.9]; p¼.012). At multivariable regression analysis, eGFR at discharge and Off-C PN were independent predictors of outcomes. For each increasing mL/min of eGFR at the discharge the risk of developing a CKD stage 3b was reduced by 5% (HR 0.95 [95& CIs 0.93-0.97]), while On-C approach was associated with a 5.8 fold increased risk of developing a CKD stage 3b (HR 5.8 [95% CIs 1.6-20.8]).
CONCLUSIONS: Conclusions: This study highlights the beneficial role of an Off-C approach in patients with cT1-2/N0/MO renal tumors and good baseline renal function candidate to elective PN.
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COMPARISONS OF SURGICAL OUTCOMES BETWEEN THE RESECTION AND THE ENUCLEATION IN ROBOT ASSISTED LAPAROSCOPIC PARTIAL NEPHRECTOMY FOR RENAL TUMORS ACCORDING TO THE SURFACE-INTERMEDIATE-BASE MARGIN SCORE
Toshio Takagi*, Tsunenori Kondo, Junpei Iizuka, Hirohito Kobayashi, Hidekazu Tachibana, Kazuhiko Yoshida, Hideki Ishida, Kazunari Tanabe, Tokyo, Japan INTRODUCTION AND OBJECTIVES: Enucleation may be realistic method for preserving the normal renal parenchyma in partial nephrectomy (PN) if oncological or surgical outcomes are feasible. The surface-intermediate-base (SIB) score is proposed for the standardized reporting of resection techniques in PN. We compared surgical outcomes, defined according to SIB score, of robot-assisted laparoscopic partial nephrectomy (RAPN) between the resection and the enucleation.
METHODS: Patients who underwent RAPN between 2013 and 2016 participated in our study. SIB score was macroscopically evaluated immediately after the surgery. We divided patients into the following two groups: enucleation (SIB score of 1 or 2) and resection (SIB score of 3-5). The following outcomes were compared between the two groups: decrease in estimated glomerular filtration rate (eGFR), ischemia time, console time, estimated blood loss, surgical margin status, incidence of urological complications. Multivariate linear regression analysis was performed to demonstrate the predictive factors of decrease in eGFR. Postoperative eGFR was evaluated between 1 and 3 months after surgery.
RESULTS: This study included 283 patients, 48 patients in the enucleation and 235 patients in the resection. The patients 0 background (age, sex, and body mass index, preoperative eGFR) were not significantly different between the two groups. The patients in the enucleation had more complex (RENAL NS, 10-12; enucleation, 29% vs. resection, 8%) and larger tumors (enucleation, 34 mm vs. resection, 28 mm) than patients in the resection. The incidence rates of urological complication and negative surgical margin were not significantly different. Multivariate linear regression analysis revealed that higher age, highercomplexity tumor, longer warm ischemia time, better preoperative eGFR, and resection technique (vs. enucleation) were predictive factors of a higher decrease in eGFR (Table) .
CONCLUSIONS: The enucleation was applied to highcomplexity tumors. The multivariate analysis revealed that the enucleation might be better than the resection technique in terms of preservation of renal function with similar oncological outcomes. INTRODUCTION AND OBJECTIVES: Partial nephrectomy (PN) is the standard treatment for localized renal cancer due to better preservation of renal function. Previous studies suggested that parenchymal mass preservation is a key determinant of functional outcomes, while ischemia plays a secondary role. Analyses that focus specifically on recovery of the kidney exposed to ischemia appear to be most informative, yet have only included limited numbers of patients. Our objective is to provide a more refined evaluation of the impact of ischemia type and duration using more robust numbers of patients analyzed in this manner.
METHODS: A total of 401 patients with PN at our center (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) had necessary data for analysis, including serum creatininebased estimated glomerular filtration rate (GFR) and contrast-enhanced cross-sectional imaging studies <2 months prior and 3-12 months after PN. Patients with 2 kidneys were also required to have split renal function from nuclear renal scans within the same timeframes. Recovery from ischemia was defined as percent function preserved in the ipsilateral kidney normalized by percent parenchymal mass preserved. Pearson correlation evaluated the relationships between functional recovery and parenchymal mass preserved or ischemia time. Multivariable linear regression assessed predictors for recovery.
RESULTS: Median tumor size was 3.5 cm and median R.E.N.A.L. was 8. Cold/warm ischemia were utilized in 151/250 patients, and median ischemia times were 27/21 minutes, respectively. Parenchymal mass preserved correlated strongly with function preserved (r¼0.63, p<0.001). Median recovery from ischemia, which normalizes for parenchymal mass preservation, was significantly higher for hypothermia than warm ischemia (99% vs. 92%, p<0.001) and remained consistently strong even with longer duration of cold ischemia. Multivariable analysis demonstrated that ischemia type and duration associated significantly with recovery from ischemia (p<0.05). However, each additional 10 minutes of warm ischemia associated with only 2.5% decline in recovery from ischemia.
CONCLUSIONS: Parenchymal mass preservation is the primary factor affecting functional outcomes after clamped PN. Beyond this, functional recovery is most reliable with hypothermia. Longer intervals of warm ischemia associate with reduced recovery; however, incremental changes are modest and of debatable clinical significance, particularly in patients with a normal contralateral kidney. Our aim was to examine how their dynamic interaction influenced predicted rates of post-PN acute kidney injury (AKI) across a range of tumor complexities.
METHODS: We retrospectively reviewed 1,162 patients in our single-institution robotic PN database and captured sociodemographic, clinical, and radiologic characteristics. EVL was calculated as the difference between specimen and tumor volume based on pathological assessment. AKI was defined as a change in preoperative GFR >25% within 72 hours of surgery, or stage 1 of the RIFLE criteria. Multivariate logistic regressions, followed by marginal effects, were run to examine the interaction effect of ischemia type, volume loss, and R.E.N.A.L. score on rates of AKI.
RESULTS: There was a significant interaction effect of WIT and log EVL on predicted rates of AKI (p<0.001). Each doubling of EVL caused a 4.03% and 8.46% increased probability of AKI, respectively, for WIT of <25 minutes and <25 minutes. At excisional volume losses >5.5cm 3 , prolonged WIT had statistically greater odds of causing AKI (Figure 1 ). These predicted effects on AKI were amplified for increasing R.E.N.A.L. scores (p<0.001).
CONCLUSIONS: Rates of AKI after PN are highly correlated to the dynamic compounding influence of WIT and EVL. As excisional imprecision increases, the added insult from prolonged warm ischemia time become more profound, a 00 two hit 00 model for parenchymal insult. This effect was further modulated by tumor complexity, with increasing scores predicting an increased effect. Together, this suggests that limiting WIT and minimizing volume loss, especially in complex tumors, can mitigate rates of postoperative AKI. Given the associated morbidity and mortality of AKI, further efforts to carefully control these modifiable factors are of particular interest.
Source of Funding: none
